Postural problems play a central role in the motor dysfunction of children with cerebral palsy (CP). Therefore 
physical disability in childhood, with a prevalence of 2 to 2.5 per 1000 children in the Western countries. The disorders covered by the term CP are very heterogeneous, both in clinical symptoms and in lesions causing these symptoms. Many attempts have been made through the years to define CP. The most recent consensus definition states that CP is "an umbrella term covering a group of non-progressive, but often changing, motor impairment syndromes secondary to lesions or anomalies of the brain arising in the early stages of its development" (Mutch et al., 1992;  549). This definition addresses primarily the motor symptoms, whereas other aspects of common comorbidity that significantly influence the children's day-to-day performance are omitted. Therefore, a new definition was suggested in July 2004: (C) Special seating plays a significant role in the management of children with CP. Various studies have attempted to elucidate which sitting position can be considered optimal. There are advocates of an erect posture (Nwaobi 1986 (Nwaobi ., 1987 Green & Nelham., 1991) , of a straddle position sometimes combined with a forward leaning of the trunk (Myhr & von Wendt., 1991; Pope et al., 1994; Reid, 1996) , and a few promoters of a reclined posture (McClenaghan et al., 1992; Hadders-Algra et al., 1999; Brogren et al., 2001 ). The confusing results can be attributed to many factors, the substantial heterogeneity of the study groups being one. A primary goal in habilitation is to find a sitting position that gives the child an opportunity to control the arm and the hand in an optimal way in such activities as eating, communication, and dressing. Few studies, however, have evaluated whether adaptive seating leads to better arm-hand function. No advantage on the smoothness and precision of the arm-hand movement was reported in changing the .seat angle (Seeger et al., 1984; McPherson et al., 1991) , whereas anterior tilting of the support surface decreased the speed of arm movement (Nwaobi, 1987) . Van der Heide et al. (unpublished) recently investigated the effect of seat surface inclination on postural stability and quality of reaching in freely sitting children with CP. The authors found that in children with spastic hemiplegia and in children with bilateral spastic CP, tilting of the seat surface differentially affected postural adjustments and the quality of reaching. In children with spastic hemiplegia, forward tilting of the seat surface improved postural efficiency and quality of reaching, whereas back-ward tilting was associated with increased postural muscle activity and less stability of the head. In children with bilateral spastic CP, both forward and back-ward tilting of the seat surface was associated with postural instability. The results of these studies suggest that in children with spastic hemiplegia, the forwardtilted position is the optimal sitting condition, whereas in children with bilateral spastic CP, the horizontal sitting position seems to be optimal.
Children with CP move their trunks during reaching just as much as typically developing children do (Van der Heide et al., unpublished) . In typically developing children, movements of the trunk are not related to the quality of reaching. In children with CP however, a positive link exists between trunk movements and reaching quality. Thus, it seems that the arm, hand, and trunk are programmed together in a fixed temporal order during the reaching movement to assist transporting the hand to the target in a precise way. This program strategy can be useful in movement coordination but requires stable control of the trunk through a longer movement path. This control, in turn, may decrease the child's ability to function optimally in daily life. From a clinical perspective, we presume that if a child with CP can activate the arm and trunk muscles independently, better control can be gained in various activities, but this means that the child has to learn to deal with many degrees of freedom. How could this be done? One suggestion could be to restrain the trunk loosely to make it possible for the child to start the reaching movement with both the arm and the trunk, but in order to reach a desired object, the arm has to travel the path to the end-point isolated from the trunk. This would provide a more relevant somatosensory input from the arm that can be used to modulate the reaching pattern. Reaches beyond arm length could also provide a possibility to experience a freely moving arm detached from the trunk.
Another way to influence the control of posture could be to augment the intensity of the somatosensory input by putting a bracelet with a weight on the moving arm (Hadders-Algra et al., 1999) . From functional goal-directed training (Ketelaar et 
